MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMEMT OF PUBLIC HEALTH AND WELFARE

DO NOT WRITE AMENOED Registratlon District No. __J_S'J__._.___Pmrury Registration District No. _‘/? ? Registrar's No. / /a :

ON THIS STUB EJ—E—Q'—W-;
1. PLACE OF D Ud 7. USUAL RESIDENCE (Where deceasad lived, If imlitution: Residence befors

. VS 300 s cowny  Sullivan o STATE MY ggourt O gullivan  sdmiion

Rev. 4/59 b. Ccl)ll'z\’ (If outside corparaty limity, give TOWNSHIP only) Langth of stay in 1b < COI'I"!Y Intide Limits
¥ Buchanan Twp. Life &y Green Castle Yer O No
/050 |

. FULL NAME GF {1t NOT in howpital, give location} Inside Limis d. STREET {if ocutside, give locetion) Reside on Farm
2,050,
Fi

HOSPITAL OR
INSTITUTION oy homo YaD NofX APDRESS Rural Route Yo X No D

3. NAME OF DECEASED F.m Middte Last 4. DATE Month Day
[Type or print)

DATE AMENDED

Yoar

Albvert James Allen siam  Dec. 34, 1983

0 5. SEX 6. COLOR OR RACE 7. Marrieddl] Mever Married [J |B. DATE OF BIRTH | Y- AGE {last binthday) | IF UNDER } YEAR | IF UNDER 24 HR

Male White wilowed 1 oveed O | 3/65/1884 79 Wontha [Bavs | Hours T Min

102, USUAL OCCUPATION (Give kind of work dons | 106. KIND OF BUSINESS OR INDUSTRY| 11. 8IRTHPLACE {City and stete ot country) | 12. CITIZEN OF WHAT COUNTRY
during g o ey " o Fi)  |neneral farming | Sullivan Co.,, Mo. | USA

13a. FATHER'S NAME 13b. MOTHER’S MAIDEN NAME 14. NAME OF HUSBAND OR WI'FE
Benjamin Allen Margaret Overstreet Golva Allen

15, WAS DECEASED EVER IN U.S. ARMED FORCES 14 SAClal SECURITY NO. i7. INFORMANT Address

(Yes, nagpgyunknownh |{1f you, gl el oLSEe S D7 |Mrs. Golva Allen, Green Castle,h Mo,

18. CAUSE OF DEATH (Enter only one causa per line for (a), {b), and (s). INTERVAL BETWEEN
PART I. DEATH WAS CAUSED BY:

:f// - 1 AND DEATH
IMMEDIATE CAUSE (s} (4.\—’1—1::_..,:_‘......‘7 - e SO S WPy AL

DOCUMENT

Condirions, if any, DUE TO (b)

which gave rise t0

sbove cawvia {a),

staling the undaer-

lying cause last. DUE TO ()

PART 11. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the rerminal PART 1. if deceased wat female wn
f dizease condition given in PART 1 {a) there a pregnancy in last 90 deys.

IFY“ I O No I ] Unknown

19. 'WAS AUTOPSY | 20a. ACCIDENT SUICIDE HOMICIDE 70b. DESCRIBE HOW INJURY OCCURRED. [Enter naturs of injury in PART | or PART 11 of item 18.)
PERFORMED? . [m| O m]
YESC] NOOO

20c. TIME OF Hour Month, Day, Year
INJURY A.0m.
p.m.

. IN Y QCCURRED 20e. PLACE OF INJURY (8.3., in or about homne, | 20f. CITY, TOWN, OR LOCATION
xd \tvlﬂ-:.nE A? WORK [ farm, factory, street, offlcn bidg., etc.)
NOT WHILE AT WORK [J

21. | attended the d d from 4 V" a'_‘_/é 5 n_#)_%__—md 1881 18w pim T ive on_L,&.@/‘-s

Desth octurred at. m on the date stated sbove, and to the best of my knowledge, from the causes stated.

-223. SIGNATURE (Cegrea or title) 22b. ADDRESS 22c. DATE SIGNED
23a. BURIAL CREIMA'”ON 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, tawn, or county) (Srate)

REMOVAL [Specify}

eme Green (Castle
?NLE’I:\‘IA.}D?I.?%ITOR 13/27'[ 19%610!! G‘re_en caat];je DEI’E RECD. tBYeI.I(;g\L REG. 25, REGISTRAR'S SIGNATURE
JUL RS- @ O 2Vhe TN U). M

Embalmac's Statement on Reversa Side)
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MEDICAL CERTIFICATION

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




STATEMENT. BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this cerfificale was embalmed by me,

or by Student Embalmer No.

working under my personal supervision.

Student

Signesture of Stuvdent Embalmer

Licensed Embaimer NO.M

L4

P. O. Address
]
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
wuh the abave conshtules grounds for revocahon of Ilcense)
“1f émbaliméd by a STUDENT, he also shall 3ige in his-OWN handwrnmg peier
1f this boady is not embalmed fact should be so stafed above.




